the resected bowel confirmed the presence of radiation duodenitis with ulceration. Her subsequent progress has been uneventful, with no further bleeding or dyspeptic symptoms.
Comment
The natural history and management of radiationinduced injury of the gastrointestinal tract has recently been reviewed by de Cosse et al. (1969) . Symptoms often manifest within one year of treatment and ulceration occurs in a high proportion of cases. In their analysis of 100 affected patients, de Cosse et al. report Mr Cox said that after pelvic irradiation there was an association between the early symptom oftenesmus and the later development of complications such as rectal stricture. He asked whether this patient had had severe side-effects after irradiation, such as vomiting.
Mr Burn replied that there had been no immediate side-effects associated with the radiotherapy.
Sarcoidosis and Hyperthyroidism
Barbara Leppard MB MRCP (for G A MacGregor MD MRCP) (St Luke's Hospital, Guildford) MrT C, aged 57 History: August 1969: the patient noticed nervousness, sweating and mild diarrheea which he attributed to worry. A month later, he was given chlordiazepoxide (Librium) by his GP. When next seen, four months later, his weight had fallen by 14 lb (6-3 kg) and his hands were tremulous. His thyroid was slightly enlarged, but not hard or painful, and there was no exophthalmos or lid-lag. His resting pulse was regular at 100/min, blood pressure was 190/90 mmHg and jugular venous pressure was normal. He had no abnormal signs in his chest and no rash. He had had jaundice in 1947; healthy family history. Investigations: Hb 13-6 g/100 ml; ESR 22 mm in 1 hour (Westergren); serum cholesterol 115 mg/ 100 ml, serum PBI 13-8 mg/100 ml; 1311 uptake 59 % at four hours, 75 % at 24 hours; thyroid antibody tests negative. Plasma proteins and electrophoresis: albumin 4-6, globulin 2-7 g/100 ml; slight increase in al, and y fractions. Chest X-ray:
bilateral hilar lymphadenopathy and no lung lesion. Mantoux test (1 : 1,000) positive. Kveim test negative on two occasions. Urinary and serum calcium normal; scalene gland biopsy: many sarcoid granulomas.
Progress: Five weeks later, without treatment, the enlargement of his thyroid had disappeared, the hilar lymphadenopathy had diminished and the ESR was 12 mm in 1 hour. Following ten days of oral iodine, a biopsy of the thyroid isthmus (Mr R C Lallemand) showed slight acinar hypertropy, colloid distension and focal infiltration with lymphocytes, forming follicles. Two months later, his tremor and mild diarrhea persisted but his weight had increased by 5 lb (2-25 kg) . The antibody tests for thyroglobulin had become positive (tanned red cell 1: 40) and LATS was not found on assay (Professor D S Munro). The 1l8l uptake at four hours this week was 55 %.
Comment
Two years ago, another patient of ours with sarcoidosis had a goitre and hyperthyroidism lasting four months. Karlish (1967) noted the association between these two diseases. He found scattered sarcoid granulomas in the thyroid of two of his patients and the hyperthyroidism resolved spontaneously in the third. We consider that hyperthyroidism in this syndrome is not a coincidental finding but is secondary to the sarcoid inflammation. For this reason, our patient has now started steroid treatment. Dr G A MacGregor said that the development of the small goitre had first been recorded by the patient's GP. They had confirmed this and its disappearance five weeks later. The serum globulin increase, focal thyroiditis and emergence of thyroid antibodies had seemed to result from the sarcoid inflammation. The immune reaction had appeared to be responsible for the hyperthyroidism. Disruption of acini and release of colloid by the sarcoidosis was a less likely explanation. Granulomas might have been present elsewhere in the thyroid accounting for its transient enlargement.
Airchall (1966) had reported an example of sarcoidosis with de Quervain's thyroiditis, and the similarity between sarcoidosis and the 'tuberculoid stage of granulomatous thyroiditis' (Woolner et al. 1957) was striking. Crile (1949) had pointed out how easily the diagnosis of subacute thyroiditis could be missed.
